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5) Multiply the total Medicaid allowable costs (step1) by the percentage of capital costs (step 3)to arrive at 
Medicaid capital costs. 

6) 	 Subtract the Medicaid education costs (step4) and the Medicaid capital cost (step5) from the total Medicaid 
costs (step 1). 

7 )  Multiply the Medicaid capital costs (step 5) by .  95. 
8) 	 Add the Medicaid costs (step 6), the Medicaid direct medical education costs (step 4)and the reduced capital 

cost (step 7) .  This is the total adjusted Medicaid costs. 
11) Divide the adjusted Medicaid costs (step to get8) by the totalMedicaid days from the three audited cost reports 

an adjusted Medicaid cost per diem. 
11) Index the adjusted Medicaid costper diemby the legislatively authorized increasesthrough the current rateyear 

and increasethe per diemby the disproportionate shareadjustment factor if applicable. The disproportionate 
share adjustment factor will be determined pursuant to section5240. 

6320 Ratesfor New RehabilitationHospitals 

The Department will establish payment rates for new rehabilitation hospitals under amethod other than that 
described above until cost reports are available for application of the above methodology. 

6322 NewRehabilitationHospitalandStart-upPeriod 

The start-up periodfor a new rehabilitation hospital begins thedate the hospital admits its firstWMAP recipient. 
The start-up periodends the June 30thdate following completionof the hospitals fourthfull (12 month) fiscalyear 
after the fiscalyear in which thefirst WMAP recipientwas admitted. (For example, a hospital's fiscalyear ends each 
September. It admitted its firs WMAP recipient on March 10,1994. Its fourth full fiscal year after the admissionends 
September 30, 1998. The next rate yearbegins July 1, 1999. Therefore, the hospitals start-up period isMarch 10, 
1994 through June 30,1999.) 

6324 Rates for Start-up Period 

The rates per diem to be paid during the start-up period shall bean average of the ratesbeing paid to other 
rehabilitation hospitals in thestate, not including rates being paidnew rehabilitation hospitals during a start-up 
period. If a ratebeing paid to a rehabilitation hospitalis adjusted as is called forin step 1of 96310, the statewide 
average ratewill be recalculated. The start-up rate being paid to anew rehabilitation hospitalwill be adjusted 
prospectively based on the recalculated statewide average ratewithout a retroactivepayment adjustment. 

In calculating thestatewide average rate,any disproportionate share adjustments whichare provided to theother 
rehabilitation hospitalswill not be included. The new hospitalmay request an 'administrative adjustment action'for 
disproportionate share adjustments tobe applied to its start-uprates. Section 6328 below describes the criteriafor 
the administrativeadjustment action. 

6326 Rates After Start-up Period Ends 

Rates will be established according to the methodology described in 56310above after the start-up periodends. 
Two base cost reporting periods, not threeas calledfor in step 1 of 56310, will be used forestablishing ratesfor the 
initial rate year after the start-up period.(A rate yearis July 1 to June 30.) For the subsequent rateyears, three 
base cost reporting periods will beused as isspecified in 56310. 

6328 Administrative Adjustment Criteriafor Disproportionate Share Adjustment for New Hospital 

A new rehabilitation hospital may request a disproportionateshare (DSH) adjustment under administrative 
adjustment item R in section 11900. For its rates during the start-up period and the first rate year after the start-up 
period, this administrative adjustment allowsDSH adjustments to be based on Medicaid inpatient day utilization for 
periods other than that specified in 55243. 
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6400 OTHER PROVISIONS RELATING TO PER DIEM RATE SYSTEM ----
6410 Medically Unnecessary Days, Defined (Under Per Diem Rate System) 
Medically unnecessary days are those days that are not reasonably expected to improve the patient’s condition, that 

are not for diagnostic study, or that do not require the intensive therapeutic services normally associated with 

Inpatient care. (See WIPRO review section below regarding criteria.) 


6413 Authority For Recovery (Under Per Diem Rate System) 

The Department will recover payments previously made or deny payments for medically unnecessary hospital stays 

or days and/or inappropriate services based on determinations by the Department, the Wisconsin Peer Review 

organization (WIPRO) or other organizations under contract with the Department. The Department is required by 

federal law to monitor the medical necessity and appropriateness of services provided to WMAP recipients and 

payments made to providers of such services. Wisconsin statute, section 49,45(3)(f)2m, authorizes the Department 

to adopt criteria on medical necessity and appropriateness and to deny claims for services failing to meet these 

criteria. 


6414 Calculation Of Recoupment(Under Per Diem Rate System) 
The amount to be recouped for medically unnecessary stays or days is calculated by multiplying the rate per diem 
times the number of denied days, less any co-payment or third-party payment 

6416 Review by WisconsinProfessionalReviewOrganization (WIPRO). Section 5816 applies tohospitals 
under the per diem rate system. 

6419 WIPRO Control Numbers. Section 5819 applies to hospitals under theperdiemrate system. 

6423InappropriateInpatientAdmission. Section 5823 applies to hospitalshavingper diem rates. 

6436 Days Awaiting Placement (Under Per Diem Rate System) 
Days awaiting placement are those days of an inpatient hospital stay during which medically necessary services 
could have been provided to thepatient in a nursing facility or some other alternative treatment setting. Payment 
under the prospective rate-per-diem will be adjusted for days a WMAP recipient patient is awaiting placement to an 
alternative living arrangement. For those days identified as awaiting placement, payment shall be adjusted to an 
amount not to exceed the statewide average skilled care per diem rate for nursing facilities (NFs). Each allowed day 
awaiting placement shall be documented through patient chart review and subject to criteria established by the 
WMAP. The amount to be recouped is calculated by subtracting the skilledcare rate from the rate per diem and 
multiplying by the days awaiting placement. The amount to be recouped is also reduced by the applicable amount 
of copay and third-party liability (TPL) payments. 

6443 Temporary Hospital Transfers (Under Per Diem Rate System) 
When an inpatient in a hospital paid under the prospective rate per diem system is transferred to an acute care 
general hospital and transferred back, no per diem payment shall be provided to thehospital for the days of 
absence. The acute care hospital, to which the patient temporarily transferred, will be reimbursed by the WMAP for 
the medically necessary stay. 

6446OutpatientServices Related to InpatientStay. Section 5846 applies to hospitals under the 
per diem rate system. 

6453Changes of Ownership. Section 5853 applies to hospitalsunder the perdiemrate system. 

6456 HMO/PEI Alternative Payment. Section 5856 applies to hospitals under theperdiemratesystem 

6460 Cost Report Used For for Recent Hospital combinings (Under Per Diem Rate System) 
Hospital combinings result from instate or major border status hospitals combining into one operation, under one 
WMAP provider certification, either through merger or consolidation or a hospital absorbing a major portionof the 
operation of another hospital through purchase, lease or donation of a substantial portion of another hospital’s 
operation or a substantial amount of another hospital’s physical plant. Data from the audited cost reports of each 
previous individual hospital will be combined to calculate any per diem rate which requires the use of audited cost 
reports. When an audited cost report for a full fiscal year of the combined operation becomes available to the 
Department, that cost report will be used inthe subsequent July 1 annual rate update. Under section 11900, item S, 
the combined or absorbing hospital may request the administrative adjustment to have its payments retroactively 
adjusted based on its audited cost report when they become available. 
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6470 SERVICESCOVEREDBYPER DIEMRATEPAYMENTS UNDER SECTION 6000 

All covered services provided during an inpatient stay, except professional services described in 96480, shall be 
considered hospital inpatient services for which per diem payment IS provided under this section 6000. (Reference: 
Wis. Admin. Code, HSS 107.08(3) and (4)) 

6480 PROFESSIONALSERVICESEXCLUDEDFROMPER DIEMRATEPAYMENTS UNDERSECTION 6000 
Certain professional and other services are not covered by the per diem payment rates under this section 6000. To be 

reimbursed by the Wisconsin Medicaid program, professional services must be billed by a separately certified 

provider and billed on a claim form other than the UB-92 hospital claim form. The following services are excluded 

from the per diem payment rates and may be billed separately when the professionals are functioning in a capacity 

listed below. 


0 physicians 0 optometrists Any of the following provided on the date of 

0 psychiatrists 0 hearing aid dealers discharge for home use: 

0 psychologists 0 audiologists 0 pharmacy, take home drugs 

0 physician assistants 0 podiatrists 0 durable medical equipment and supplies 

0 nurse midwives 0 independent nurse practitioners for non-hospital use 

0 chiropractors 0 anesthesia assistants 0 specialized medical vehicle transportation 

0 dentists 0 certified R.N. anesthetists 0 air, water and land ambulances 
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SECTION 7000 

SERVICES EXEMPTED FROM THE DRG PAYMENT SYSTEM 


7100 PAYMENT FOR ACQUIREDIMMUNODEFICIENCY SYNDROME(AIDS) 

71 10 AIDS Acute Care and AIDS Extended Care Rates of Payment. (Rates listed in 57900) 

The current payment rates per diem for AIDS acute care and for AIDS extended care are listed in section 7900. 

These per diem rates apply for instate hospitals, major and minor border-status hospitals and non-border status 

hospitals. 

Total payment is calculated as the sum of the acute care per diem times the number of approved acute care 

days plus the extended care per diem times the number of approved extended care days. Payment will not 

exceed total covered charges. 


7 150 Patient Criteria For Approval To Receive AIDS Rate of Payment 

7150.2 Acute Care. Payment of the acute care rate for a patient's hospital stay must be requested by the 
hospital and approved by the WMAP. The request is t o  be submitted through the WMAP prior authorization 
(PA)process.The following criteriaapply: 

a. The patient must have an established diagnosis of AIDS. 
b. Clinical findings and other relevant medical information must substantiate the medical necessity and 

appropriateness of the hospitalization and its payment at the AIDS acute care rate. 
c. Medical record documentation supporting the medical necessity and appropriateness of acute inpatient 

care must be submitted with therequest for approval. 

Approval for the acute care per diem is granted for a specified period of time. If the patient still meets the 
intensity and severity criteria for acute care, the provider must submit a subsequent request for extension of the 
payment approval.. 

7150.3 Extended Care. Paymentof the extended care rate for a patient's hospital stay must be requested 
by the hospital and approved by the WMAP. The request is t o  be submitted through the WMAP prior 
authorization (PA) process. The following criteria must be met: 

a. The patient must have an established diagnosis of AIDS. 
b. The patient must be medically stable per discharge indicators appropriate for the system involved. 
c. The patient must require infection control procedures and isolation techniques. 
d. 	 Reasonable attempts at securing alternative living situations that allow for correct infection control 

procedures and isolation techniques must have been unsuccessful and an appropriate plan of care 
and discharge plan must have been established. 

e. 	 The degree of debilitation and amount of care required must equal or exceed the level of skilled nursing 
care provided in a nursing facility (NF). 

f. Sufficient documentation supporting these criteria must be submitted with the request for approval. 

Approval for the extendedcare rate is granted for a specified period of time, after which if the patient still meets 

the intensity and severity criteria for extended care, the provider must submit a subsequent request for 

extension of the payment approval. 


The progression of illness may require acute care services during the period established for extended care. 

Therefore, during an "extended care" period, the acute care payment rate will be approved for payment after the 

hospital has provided an acute levelof care for at least five days and the WMAP determines the above acute 

care criteria are met. 


7160 No Outlier Payment and Administrative Adjustment. 
AIDS cases paid under the per diem rate of this section do not qualify for outlier payments. AIDS 
reimbursement rates are not subjectt o  administrative adjustment. 
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7170 If AIDSExemption Discontinued 
In the event that theAIDS payment rate isdiscontinued, the Department is obligated to  pay for services at 
the latest rateadjusted annually for inflation until alternative placement for these patients can be found. 
The hospital will provide care t o  these patients at this latest rate untilsuch time that an alternative 
placement can be found. 

7200 PAYMENT FOR VENTILATOR-ASSISTEDPATIENTS 

7210 Rate of Payment (Rates listedin § 7900) 

The per diem payment rate for long-term ventilator services is listed in section 7900. Hospitals are required to  
bill on a monthly basis. This rate applies to  instate hospitals, major and minor border-status hospitals and non
border status hospitals. 

7250 Criteria For Approval To Receive Ventilator-Assistance Payment Rate 

7250.2 PatientCriteria.Payment of the ventilator-assistance ratefor a patient's hospital stay must be 
requested by the hospital and approved by the WMAP based on the following criteria. The request is t o  be 
submitted through the WMAP prior authorization (PA) process. If one or more of the following criteria are not 
met, payment of the ventilator-assistance rate may be approved by the WMAPif it is determined that payment 
of such rate to thehospital for the patient's stay is expected to  be less costly than alternative ventilator 
assistance services. 

a. 	 The patient must have been hospitalized continuously in one or more hospitals for at 
least thirty consecutive days; 

b. 	 The ventilator-assisted patient must be in a medically stable condition requiring an 
inpatient level ofcare; 

c. Attempts at weaning the patient from the ventilator are inappropriate or must have failed; 
d. The ventilator-assisted patient must require ventilator assistance six or more hours per day; 
e. 	 Home care must be an unacceptable alternative because of financial/economic 

hardship or because of the lack of adequate support system; and 
f. 	 Nursing home placement must be inappropriate because of the high level or type of 

care required or non-availability 

7250.3 Dedicated Unit Provisions. If a hospital has a specialized nursing unit dedicated t o  the care of 
ventilator-assisted patients, the Department will allow the hospital t o  be reimbursed retroactive to the firstday 
of the stay in the dedicated unit even if that date is prior t o  the date of approval for payment at the ventilator
assistance rate. 

7250.4 Transfers. Hospitals will continue to  be paid the ventilator rate when ventilator-assisted patients are 
transferred to  acute care or intensive care units for complications associated with their ventilator dependency. 
Hospitals will be paid the prospective DRG rate for transfers and/or admissions to  acute care settings for 
medical problems unrelated t o  their ventilator dependency, provided the acute care stay lasts more than five 
days. 

7260 No OutlierPayment and AdministrativeAdjustment. 

Claims for patients who are eligible for this exceptional payment rate cannot be reimbursed as outliers. The 
ventilator-assistance reimbursement rates is not subjectto  administrative adjustment. 

7270 Ventilator-AssistanceExemption Discontinued. 

In the event that the Departmentdiscontinues the ventilator-assisted payment rate, the Department isobligated 
to pay for services at the mostcurrent rate adjusted annually for inflation until such time as an alternate 
placement for patients is found. The hospital will continue to provide care to  these patients at this rate until 
alternative placement is found. 
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7400 NEGOTIATEDPAYMENTS FOR UNUSUALCASES 

notwithstanding other reimbursement provisions of this plan. the Department may allow an alternative payment for 
non-experimental Inpatient hospital services If the WMAP determines that all of the following are met requirements 

1 The services are either. 
a. Necessary to prevent death of a recipient or 

b Life threatening impairment of the health of a recipient or 

c Grave and long lasting physical health impairment of a recipient or 

b Cost effective compared to an alternative service or alternative Services. 


2. At the time this plan was submitted the services as proposed. 
a. Was not reasonably accessible for WMAP recipients or 
b. 	 Had not been a WMAP approved service provided for the particular p u r p o s e  intended: or 

Had not been a WMAP approved service provided under similar medical circumstances or 
d.  	 Required performance In the hospital which given the circumstances of the reaplent's case, is the 

only feasible provider or one of the only feasible providers known to the WMAP. 
3. Existing payment methods are inadequate to ensure access to the services proposed for the recipient. 
4. All applicable prior authorization requirements are met. 

This 57400 applies to in-state hospitals major and minor border status hospitals, and out-of-state hospitals not 

having border status. 

alternative payments made under this provision shall be set on a case by case basis and shall not exceed the 

hospitals charges. 


Requests for alternative payments under this provision are to be made to the: Office of the Director, Bureau of 

Health Care financing 1 WestWilson Street, Suite 250. P.O Box 309.Madison WI 53701-0309 

(telephone 608-266-2522 or FAX 608-266-1096). 


Requests must be submitted prior to admission, during the hospital stay or not later than 180 days after the WMAP 

recipients discharge from the requesting hospital in order for an alternative payment to apply, at the discretion of the 

WMAP, beginning with the admission date (if applicable prior authorization requirements have been met to allow 

retroactive payment) 


7500 BRAIN INJURY CARE 

7520 In-State and Border-Status Hospitals. A rate per diem IS provided for prior authorized care of MA 
recipients In a hospitals brain injury care program which has been approved by theWMAP. The hospital's brain 
Injury care program must be approved by the WMAP and each reaplent's participation in the program must be prior 
authorized by the WMAP. The criteria for approval of a program and for prior authorization of an MA recipient's 
participation In the program is available from the Bureau of Health Care Financing (seeaddress, section 100, 
Page 1). 

Periodic payment will be made to the hospital at the applicable rate per diemspecified below. After completion of 
the hospitals fiscal year, total payments at the rates per diem In effect for brain injurycare of prior authorized MA 
recipient services during its fiscal year will be determined. These total paymentswill be compared to thehospital's 
charges for the services and to the hospitals audited cost of prowding the services. If the total payments exceed 
the total charges or the total costs. whichever ISlesser, then the excess amount of payments will be recovered from 
the hospital 

The rates per diem for brain injury care programs for In-state and major and minorborder status-hospitals are listed 
In section 7900. The WMAP may determine and approve additional rates for brain-injury care programs which 
provide significantly different services than are provided In the types of programs listed insection 7900. 

7540 Non-Border Hospitals. statusStatus Out-of-state non-border hospitals will be paid at 68% of 
charges for prior authorized stays for brain injury care. 
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7900 PAYMENT RATES FOR SERVICES EXEMPTED FROM DRG PAYMENT SYSTEM 

These payment rates are establishedby applying the general payment rate Increase providedby the state's 
biennial budgetto the rate in effect for the prior rate year. 

SECTION 7910. rates per diem 
Rate Per Diem 

For EffectiveEffectiveEffective 
services July 1,1996 July 1, 1997 July 1. 1998 

7100 AIDS Acute Care ....................................... $ 570 $582 $597 
Care7100 AIDS Extended .................................. $ 314 $ 321 f 329 

BrainCareInjury 
Neurobehavioral Program Care ...... $780 $796 $816 
Coma-Recovery Program$957 ....... $937$981 

7990 SERVICES COVERED BY PAYMENT RATES IN SECTION 7900 ABOVE 

All covered services provided during an inpatient stay, except professional services described in 57992, are 
considered hospital inpatient servicesfor which payment is provided under the payment rates listedin section 7910 
above. (Reference: WIS. Admin. Code, HSS 107.08(3)and (4)) 

7992 PROFESSIONAL SERVICES EXCLUDED FROM PAYMENT RATES IN SECTION 7910 ABOVE 

I physicians 3 optometrists Any of the following provided on the date of 
- psychiatrists 3 hearing aid dealers dischawe: 
1 psychologists 5audiologists E pharmacy, take home drugs 
:physician assistants 3 podiatrists 3 durable medical equipment and supplies 
-1 nurse midwives 1 independent nurse practitioners for non-hospital use 

1 chiropractors 5 anesthesia assistants 3 specialized medical vehicle transportation 

I dentists 7 certified R.N. anesthetists 7 air, water and land ambulances 


Page 32 (7/1/97. TN 97-013) 

TN # 97413 
,dJUN 0 4 @a 

Date 7/1#7supersedes DateApproval Effective 
- * I *  OK071 


